
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall

Waterbury, VT 05671-2306
http://www .dail. vermont.gov
VoicelTTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

March 8, 2013

Ms. Meagan Buckley, Administrator
Berlin Health & Rehab Ctr
98 Hospitality Drive
Barre, VT 05641-5360

Dear Ms. Buckley:

Provider #: 475020

Enclosed is a copy of your acceptable plans of correction for the complaint investigation
conducted on February 6, 2013. Please post this document in a prominent place in your
facility.

We may follow up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation
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F 000: INITIAL COMMENTS
i
I

I
, An unannounced, on-site complaint investigation.
was conducted by the Division of Licensing and
. Protection on 02/06/2013, The following
regulatory findings were identified:

F 205 483, 12(b)(1 )&(2) NOTICE OF BED-HOLD
SS=B POLICY BEFORE/UPON TRANSFR

Before a nursing facility transfers a resident to a
I hospital Of allows a resident to go on therapeutic
! leave, the nursing facility must provide written
, information to the resident and a family member
or legal representative that specifies the duration
of the bed-hold policy under the State plan, if any,
during which the resident is permitted to return
and resume residence in the nursing facility, and
the nursing facility's policies regarding bed-hold
periods, which must be consistent with paragraph:
(b)(3) of this section, permitting a resident to I
return.

At the time of transfer of a resident for
hospitalization or therapeutic leave, a nursing
facility must provide to the resident and a family
member or legal representative written notice
which specifies the duration of the bed-hold policy
described in paragraph (b)(1) of this section,

This REQUIREMENT is not met as eVIdenced
. by:
. Based on medical record review and staff
I interviews, the facility failed to provide re'sidents,
, family members or legal representatives with
written notice which specifies the duration of the
bed-hold policy when 2 of 2 sampled residents
were transferred to another facility. (Resident #1
and #2). Findings include:

F 000
1

F 205
F20S 483.12(b)(1) &(2) NOTICE
OF BW HOL;) POLICY
BEFORE!UPOf\I TRANSFER

Resid~nt #1 no longer resides at
the facility. Resident 1f2is a
wrrently.residing in the Center.

I

; Residents of the facility who are
transferred Me identified as
havingthe potential to be
affected.

At the time of transferI the bed
hold policy will be Included with

the medical information being

sent with thr-: patient to the
hospital, The BUSinessOffice
Manag€lr or Designee will also
send a copy of the bed hold
policy to the responsible party
within 24 hours during I'lOrmal

business hOl;rs. A ropy will be
kept in the rnf;'dical record.

The Busim;s:. Office staff and
Licensed NU~5es will be educated
on the bed hold policy and
process.

n /!)s ~ deficiency which the institution ml1Y be e)(cused from correcting providing il is delermined thot
other safeguards provide sufficient protection to the tie s. (See instructions.) Exc~pt for nursing home!;, lh€ findings slated above are disclosllble 90 day,
following tile date of survey whether or not II plsn of co tlon is provided. For r'\ursing homes, lhe above findings and plans of correction are disclos!lble 14
days following lhe dale lhese documenls are made available 10 the facility. If deficiencies are cited, an approved pl8n 01 correction is re~uisite to conllnued
program participalio n.

iCf1FlMr.Ml'.'5!'.7IQ2.1l9\ F'rNlous Ver~lon~ Obso'e\~ Evem 10:KJMY11 FaCility ID: ~75020 If conlinuation sheel Page 1 of 2
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.1 Per interview with the Administrator on

I 02/06/2013 at 11:45 AM, s/he indicates that the
, facility currently does not give the bed-hold policy
I notice to residents or their significant others at the
time of transfer to another facility, Per review of
medical records of 2 residents (# 1 and # 2)
transferred out of the nursing home there is no
evidence to reflect that they were informed or
given written notice of the bed-hold policy.
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The records I)f all transferred
residents will be audited by
Adminlstrater or Designee.

Results of th,~ i'ludits will be
reviewed at QA X 3 month$ ~nd
as needed to ensure compliance.
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